Sarcoidosis can involve any of the organs, however intraosseous involvement is rare and ranges from 5 to 15%, with lesions of the mandible being even rarer -currently with few known cases reported. Intraosseous lesions involving the mandible have been noted to be asymptomatic or associated with chronic jaw pain. Additionally, mandibular involvement can present as a lytic bone lesion mimicking osseous malignancy. Chronic polyarthritis is commonly associated with the progression of sarcoidosis and intraosseous involvement has been considered a late-stage sequelae. We report a case of biopsyproven sarcoidosis within the mandibular condyle in an asymptomatic 56-year-old Caucasian female who had no preceding polyarthritis or symptomatic progression of disease, discuss the imaging features, and report management.
Introduction
Sarcoidosis is a common systemic inflammatory granulomatous disease with multi-organ involvement. Sarcoidosis has been described for over 100 years, however the exact etiology remains unknown. It can be found in any race and age, with predilection for African American and female patients. 1 Sarcoidosis is a diagnosis of exclusion and often based on clinical, radiologic and histologic findings. Sarcoidosis most commonly involves the lungs, lymph nodes and skin, but can have manifestations in any of the organs. Osseous sarcoidosis is rare, reported in 5-10% of all the sarcoidoses. [2] [3] It is usually found in short bones like phalanges of the hands and feet. Patients are usually asymptomatic, but can present with bone pain or chronic polyarthritis. 1 Bony involvement is often noted incidentally on imaging studies acquired for other unrelated complaints. Mandibular condyle sarcoidosis is an even rarer entity, with, to our knowledge, only a countable number of reported cases in the English literature. 4 Here, we report a case of incidentally diagnosed mandibular condylar sarcoidosis in an asymptomatic patient. We obtained consent to use this case for educational purposes.
Case
A 56-year-old Caucasian female initially presented to our emergency department (ED) for right upper quadrant pain and chest tightness in December 2017. A past medical history was significant for Type 1 diabetes mellitus, gastroesophageal reflux disease, hypothyroidism, chronic headaches, cervical cancer, and a 12 pack-year smoking history. The patient was admitted to the hospital for full cardiac work-up including laboratory evaluation, an echocardiogram, and a stress echocardiogram that were all negative. Computed tomography (CT) angiogram of the chest was also obtained, which demonstrated mediastinal and bilateral hilar lymphadenopathy ( Figure  1 ). While these findings could represent granulomatous or infectious process, malignancy was not excluded. Referral to outpatient pulmonology was made and the patient underwent transbronchial needle aspiration of the mediastinal lymph nodes. The cytopathology results revealed noncaseating granulomas consistent with granulomatous lymphadenitis. Gomori Methanamine-Silver stains were negative for fungal and acid-fast Bacillus. These findings were compatible with sarcoidosis ( Figure 2 ). The patient also had a history of a known lesion within the right mandibular condyle that was followed by a neurosurgeon, utilizing magnetic resonance imaging (MRI) and CT. A review of the outside imaging records indicated indeterminate trabecular erosion of the right condylar head, with slight progressive expansion over a period of three years, indeterminate for benign neoplasm, inflammatory process, or idiopathic joint erosion. The patient was referred to the oral and maxillofacial Surgery (OMFS) team for further evaluation.
The patient was seen in the OMFS clinic with a physical exam that did not reveal any palpable or visual facial asymmetry. The patient had appropriate maximal incisal opening and lateral mandibular excursions. There was no expansion of bone or soft-tissue noted at the right TMJ. In addition, there was no tenderness to palpation, clicking, crepitus, or locking upon open/close maneuvers. However, on the contralateral side, there was noted tenderness of the left temporalis with discomfort of the left TMJ upon open/close maneuvers; although there was no clinically appreciated clicking, crepitus, or locking. All other aspects of the head and neck exam were unremarkable. Repeat CT study showed lytic lesion of enlarged right mandibular condyle (Figure 3 ). Given the clinical and radiographic assessments, along with the recently diagnosed pulmonary sarcoidosis, a CT-guided biopsy was recommended and completed by interventional radiology ( Figure  4 ). Pathology results revealed negative Fite and Gomori methanamine-silver stains for both acid fast and fungal organisms, respectively. Histopathology indicated noncaseating epithelioid granulomas consistent with sarcoidosis of the right mandibular condyle ( Figure 5 ). The patient continues to be followed for manifestations of sarcoidosis, with no further locoregional treatment of the mandibular lesion currently indicated, given its asymptomatic nature. 
Discussion
Osseous sarcoidosis generally involves small bones in the hands and feet. 1, 2 Infrequently, large bones may also be affected. Small bone sarcoidosis has a typical lace-like lytic appearance with cortical preservation on radiography. The lesions are often incidental and bilateral. 2 The radiographic finding is pathognomonic in a patient with a confirmed diagnosis of sarcoidosis. 2, 3 Large bone sarcoidosis is often occult on radiographs although it can present as a lytic or sclerotic lesion, or both. Due to the nonspecific radiographic appearance in large bones, it is difficult to differentiate osseous sarcoidosis from other diseases including osseous metastases or myeloma. 5, 6 Benign entities such as a hemangioma could also be considered if the osseous trabeculation is somewhat preserved. Magnetic resonance imaging (MRI) can detect lesions that are otherwise occult on radiographs. The lesions usually have low signal on T1 weighted images, increased or isointense signal on T2 weighted images, and the lesions enhance upon contrast administration. 6 These MRI features are nonspecific, though if preserved marrow fat is present within the lesion this may help differentiate a benign from malignant lesion. 5, 6 There are fewer than 25 reported cases of sarcoidosis affecting the jaw bones and furthermore even less involving the mandibular condyle. 4 When involving the jaw, it most frequently involves the anterior maxilla and posterior mandible with the most common clinical presentation being abnormal tooth mobility or aggressive periodontitis. 4 Despite the patient in our case being asymptomatic at the right temporomandibular joint space, there have been reports of TMJ pain when sarcoidosis has been found to involve the mandibular condyle. 4, 7, 8 It is important to differentiate osseous sarcoidosis from malignant bone lesions as the management is notably different. Asymptomatic osseous sarcoidosis usually does not require treatment. Medical treatment is reserved for symptomatic patients and combined with the treatment for systemic sarcoidosis. 1, 3, 4 Conclusion Mandibular condyle sarcoidosis is extremely rare and can present as an expansile intraosseous lytic lesion that can be questionable for malignancy with or without clinical symptoms. Clinicians should consider sarcoidosis in the differential diagnosis for a lytic mandibular lesion in patients with systemic sarcoidosis.  
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